in their study have reported eight cases of pulmonary hypertension with pregnancy. One of these cases was primary pulmonary hypertension and was successfully managed with epidural anaesthesia.
Thus, although controversial, we successfully used epidural anaesthesia for caesarean section in a parturient with idiopathic pulmonary hypertension with successful outcome.
is a risk of PA rupture during insertion of PA catheter in patients with pulmonary hypertension. [1] After the baby was delivered, Pitocin by infusion, iv midazolam 0.5 mg and iv fentanyl 50 µg were administered. Patient was shifted to post-anaesthesia care unit for observation for 48 h. Epidural topups were given for next 48 h. 2D ECHO on 6 th post-operative day revealed persistent mean PA pressure of 60 mmHg.
PPH (now idiopathic) is defined as a sustained elevation of PA pressure (mean pressure greater than 25 mmHg at rest or 30 mmHg during exercise) in the absence of a demonstrable cause. Pulmonary vasoconstriction, medial hypertrophy, thrombosis in situ and dysfunctional pulmonary vascular endothelium are believed to contribute to the cause. [2] Pulmonary hypertension is tolerated poorly in a parturient. Deterioration typically occurs in the second trimester with symptoms of fatigue, dyspnoea, syncope and chest pain. This corresponds to the physiological increase in cardiac output and blood volume of 40%. During labour, uterine contractions effectively add 500 ml of blood to the circulation. The pain and expulsive effort of labour increase right atrial pressure, BP and cardiac output. [3] When PPH is not diagnosed until late in pregnancy an elective delivery is preferred. This facilitates cooperation between specialities, permits monitoring to be started in advance, the pain and haemodynamic consequences of labour to be minimized and an intensive care bed arranged. Mangano [4] outlined the principles for management of delivery in these patients as avoidance of increases in pulmonary vascular resistance (PVR) and maintenance of right ventricular preload, left ventricular after-load and right ventricular contractility. Sildenafil decreases the PA pressure. It has the advantage of oral medication and can be taken chronically. Most reported cases have recommended vaginal delivery under epidural analgesia. [5, 6] O'Hare et al. observed a mortality rate of 50% for vaginal delivery and approaching 100% for caesarean section in patients with primary pulmonary hypertension. [7] Pain, oxygen consumption and the haemodynamic consequences of labour can be reduced with epidural analgesia. Direct laryngoscopy and endotracheal intubation increases sympathetic nervous system activity and can lead to increase in PVR and acute right heart failure. During general anaesthesia, the anaesthesiologist is continually managing the balance between excessive sympathetic outflow and potential acute right heart failure on one hand and excessive 
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